1. The adductor muscle strain in not commonly known as "sportsman hernia (SH)." The "SH or athletic pubalgia" is defi ned as an injury to the rectus abdominis insertion onto the pubic symphysis, with a concomitant injury to the conjoined tendon insertion and adductor longus attachment to the pelvis. [2] [3] [4] The distinguishing feature of this disorder is subtle pelvic instability with compromised transversalis fascia, which in due course leads to the incompetency of the posterior inguinal wall. [5] The authors should defi ne an "adductor muscle strain" because it is a stringent inclusion criterion in present clinical research. It is defi ned as pain on palpation of the adductor tendons, or the insertion on the pubic bone during active adduction against resistance [6] 2. Diff erent classifi cation systems are published in the literature concerning muscle injury grading systems. Few related to the amount of tissue damage and associated functional loss [7, 8] and other are imagingbased classifi cation systems. [9, 10] In the present study, during the clinical assessment, the authors have used "three degrees of strain" while grading the adductor muscle injury. We would like to know from authors that "Is this classifi cation is purely based upon clinical signs?" We believe that grading based on etiology and pathology is more useful than one based on purely clinical assessment 3. The authors included only males. Is this a sex-specifi c research or is purely coincidental. Clinical research performed with male-only participants diff ered in nature and size from that performed with female-only participants [11] 4. The authors did not mention the degree of adductor strain in the present cohort (in both groups). Whether all are grade one or two or three. Furthermore, patient with grade three injuries (where there is the complete disruption of the muscle tendon unit and loss of muscle function) requires surgical intervention. Furthermore, in true sports hernia, treatment is by surgical reinforcement of the inguinal wall. [6] We would like to know from the authors of the present study, that are these treatment algorithms (land condition index [LCI] or PT) used in the present study were same irrespective of grade of injury? 5. The routine use of magnetic resonance imaging for assessment of patients with groin pain cannot be justified owing to its cost. This can be employed in difficult cases to define the anatomic extent of the injury. We believe that plain radiography, ultrasonography, and scintigraphy should be the usual fi rst-line investigations to supplement clinical assessment/observation [12] 6. Authors in group one gave "40 mg prednisolone injection in the most painful PT of the groin, and then they were followed up 4 weeks later." We would like to know that during this period besides LCI any rehabilitation program was designed for the patient? 7. The other group underwent PT. We would like to know from the author that this PT is without active training, or it is an active training program aimed at improving the coordination and strength of the muscles, contributing to stability of pelvis and hip joints, in particular, the adductor group of muscle. In present research, the author did not mentioned about the same 8. Were patients in both groups allowed to receive any other treatments for the groin pain before the fi nal follow-up? 9. The conclusion is perplexing. Readers confused about the choice of treatment of adductor muscle strains. The author stated "We suggest PT protocol as the fi rst choice of SH treatment. We recommend local corticosteroids injection for patients with SH if the PT protocol was not eff ective at the fi rst time because PT was more eff ective than LCI for these cases in our research." There are two components, the fi rst and foremost is that PT is the choice of therapy irrespective of the grade of injury. Second, the authors recommended steroid as fi rst choice if PT fail. Authors did not clarify the factors that attribute to failure of PT protocol 10. We believe that treatment algorithm should depend upon the grade of the injury. An active training/ rehabilitation program should be the fi rst-line therapy for adductor muscle strain. In cases where pain, infl ammation is limiting factor, the combination of LCI and active physical training would be the best.
Letters to the Editor
We believe that steroid can sometimes hasten the rehabilitation program.
